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Phone Connection (Preferred)
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To join by phone:

1) Click on the “Participants” 

and “Chat” icon in the top, 

right hand side of your 

screen to open the 

necessary panels

2) You can select to call in to 

the session, or to be called. 

If you choose to call in 

yourself, please dial the 

phone number, the event 

number and your attendee 

ID to connect correctly.



WebEx Quick Reference

• Please use chat to 

“All Participants” 

for questions

• For technology 

issues only, please 

chat to “Host”
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Enter Text

Select Chat recipient



Where are you joining from? 9



Agenda

• Welcome, Introductions, Setting the Stage

• Learnings from Michigan SIM PCMH 

Semi-Annual Practice Transformation 

Survey

• Looking Ahead

o Peer Coaching Calls

o Summits

o Learning Collaborative

o Q & A
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But, before we start, if you missed last month’s call, 

don’t miss listening to the recording!

Muskegon Family Care 

Muskegon Heights, MI

Ros Berry

Quality Manager

Marsha DeBoer

CFO

Lisa Santos

Clinic Administrator

Dr. Ramona Wallace

Chief Medical Officer

Mission: "To promote the physical, emotional, and spiritual health 

of families through our healthcare and other supportive services."



Key Learnings & Discussion

Data key

Leadership

Had buy-in and capacity to “go big” and continue to “test and 
tweak” as we go along (PDSA )

Scripting the conversation with patients (“Here’s what we can 
do.”)

Relationships & Linkages (e.g., transportation, United Way, 
My Bridges, Healthify, community gardens, food literacy, 
Dental Coach)

Engaging Care Managers

Engaging the Patient

And more!!
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“The questionnaire is what I have been 

waiting for in my 27 years of practice””

Dr. Ramona Wallace



MI SIM PCMH Semi-Annual Practice Transformation 

Survey w/ Focus on CCL

Key Learnings
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Patients Screened for the First 6 Months
43% of the POs/practices have started the screening process  

• 18 out of the 42 POs/practices have started the screening process

• 4 POs/practices have screened over 1,000 patients with in the first 6 
months for the PCMH Initiative

43%

57%

Patients Screened?

Yes

No

Assessment

Linkage

Patient Need 
Met

Info back to 
PCMH
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Remaining Improvement

Opportunities
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But over 80% of a 

plan!  Biggest gap

identified: monitoring

screening completion. 



Monitoring Completion

How are you doing this? Advice for others?

What was easiest and why?

What was hardest and how did you overcome?
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Quality Improvement Considerations

1. Assure common aim--that staff all know and support 

what this is (SDoH and Community Clinical Linkages) 

and why you are doing this—what is at the heart of this 

work?



Engaging Staff

Common Definition

– “The social determinants of health (SDH) are the conditions in 

which people are born, grow, work, live, and age, and the wider 

set of forces and systems shaping the conditions of daily life. 

These forces and systems include economic policies and systems, 

development agendas, social norms, social policies and political 

systems. “

Getting to the “Why”
– Clinicians have long recognized the connection between unmet 

basic resource needs – e.g. food, housing, and transportation –
and the health of their patients. More than 70% of health 
outcomes are attributable to the social and environmental 
factors that patients face outside of their PCMH.
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Source: LS2 Breakout Session Slides



Engaging Staff

Creating effective linkages between clinical and community 
settings can improve patients' access to services by 
developing partnerships between organizations that share 
common goals. These linkages have many positive outcomes:
– Patients get more help and more broadly based support in changing 

unhealthy behaviors
– Clinicians get help in offering services to patients that they cannot 

provide themselves
– Community programs get help in connecting with clients for who
– their services were designed
– Partnerships and relationships among clinical, community, and 

public health organizations are strengthened to better work 
together in filling service gaps

– Health care delivery, public health, and community-based activities 
are coordinated to maximize their impact 
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Source: LS2 Breakout Session Slides



Engaging Staff

Has everyone in the PCMH taken a Social Determinants 

of Health Assessment?  Experienced it?
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Quality Improvement Considerations

1. Assure that staff all know what this is and why you are 

doing this—what is at the heart of this work?

2. Select the population that you will be assessing and 

identify at what visit the screening will take place 

(survey revealed that most are doing it at well visits to 

start vs. acute visits)

3. Map out the steps in that visit including who does what

4. Identify where you might test administering the 

assessment

Patient Checks In Patient Roomed
Patient Seen by 

Provider
Etc.



Many ways to administer

• Patient Self Screening Followed By Staff/Clinician Review

• Example: A patient is handed a paper screening form during check-in to complete in the waiting room. The screening 

is given to a Care Coordinator for review before/during the patient’s appointment. 

• Assisted Patient Self Screening Followed By Staff/Clinician Review

• Example: At check-in the patient is invited to take a seat in semi-private reception area to complete a paper screening 

form with a MA. The MA introduces the screening, why the practice is asking these types of questions, and answers 

questions the patient may have. The screening is given to a Care Coordinator for review before/during the patient’s 

appointment. 

• Staff Administered Screening Followed By Staff/Clinician Review 

• Example: As part of rooming a patient, a Medical Assistant introduces the screening, asks the patient a series of 

screening questions, and marks the patient’s answers in the EHR. The EHR alerts a Care Manager that a screening is 

ready to review before/during the patient’s appointment. 

• Staff Administered Screening and Review  

• Example: Before/during/after the patient’s appointment, a Care Manager introduces the screening, why the practice is 

asking these types of questions, and asks the patient a series of screening questions. The Care Manager marks the 

patient’s answers in the CM system during the screening and takes action (as needed) on the results

23

Source: LS2 Breakout Session Slides



IHI’s Innovation Team Report

Beware relying on 

only one person or 

position to carry this 

out. Everyone’s part in 

this is critical!

Do not put too much 

burden on one role.
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This Photo by Unknown Author is licensed under CC BY-NC-SA
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Roles& Responsibilities as Reported in the Survey

Roles

•Clinical Staff

•CHW

•BH Navigator

•Care manager

•Care Coordinator

•Referral Specialist

• Front desk

•Administrative lead

•Certified Application Counselors

•Quality staff

• Social Worker

Responsibilities

•Perform screening procedure

•Review results

•Refer to community services (Meals on Wheels, 
Commission on Aging, Shelter, United Way, 
Community Mental Health service) and 
government-funded programs (Medicaid, 
Medicare, Social Security, WICC, MiChild)

•Track and follow up with patients on the progress 
and satisfaction with the referral

•Mapping the data to i2i system registry, generate 
reports to facilitate follow up and identify areas 
of highest need

•Establish MOUs with community organizations 
and perform annual check-in to determine if 
community organization is still able to provide 
services



Quality Improvement Considerations

1. Assure that staff all know what this is and why you are doing 
this—what is at the heart of this work?

2. Select the population that you will be assessing and identify 
at what visit the screening will take place (survey revealed 
that most are doing it at well visits to start vs. acute visits)

3. Map out the steps in that visit including who does what

4. Identify where you might test administering the assessment

5. Develop a plan to test (who, what, when, where, why, 
predictions, measures)

6. Test it with one or two patients

7. Study what happened

8. Adapt and test again



Early PDSA findings

During acute visits is difficult to have patients fill out 

assessment.  It works more efficiently when the patient is 

here for a Health Maintenance Exam where the provider 

has time to address some of the patients concerns. 

More effective when there is a warm hand off between 

the MA and CHW when the screening is complete and a 

need is identified. 

Less effective when the CHW have to call the patients 

after the visit.  Even with an up to date phone number, 

patients rarely call back or want to discuss needs over 

the phone. 



Linking Patients to Supports & Closing 

the Loop

• The harder part—where it 
gets a little (okay, a lot) 
“messier”

• System becomes much 
more complex once outside 
the walls of the PCMH 
(remember the yarn??!!)

• Only 5 reported anything 
about their plan or process 
for following up with 
patients

• Opportunity for continued 
focus and improvement
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Looking Forward at 

Opportunities to Close 

Remaining Gaps



Peer Coaching Calls (See website)

Tuesday, September 19, 2017

– Strategies for Getting Buy-in from the Care Team, Patients and 

Partners on Clinical-Community Linkages

Wednesday, September 20, 2017

– Strategies for Strengthening Relationships with Existing Partners 

and for Identifying and Exploring New Ones

Thursday, September 28, 2017

– Using Data to Inform Improvement of Clinical-Community Linkages

Friday, September 29, 2017

– Time reserved for unique Physician Organization Topics
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All sessions 12-1 ET On-line Registration



31Regional Summits



32Learning Collaborative



Questions?
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Michigan Patient Centered Medical Home (PCMH) 

Initiative Practice Transformation Collaborative
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